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There have been many reports of visceral arterial
aneurysms for which surgical treatment was success-
ful despite this disorder being relatively uncom-
mon.1 This disease reportedly accounts for 1% to 2%
of all peripheral aneurysms. The dissecting type of
visceral arterial aneurysm involving the superior
mesenteric artery trunk (SMA trunk dissection) is
rare. Because most reported visceral aneurysms have
been of the saccular type, the most appropriate man-
agement for dissection of a visceral artery has not yet
been determined. Little published information is
available regarding the effect of differences in the
types of visceral aneurysm on the clinical course or
prognosis. We report two cases with SMA trunk dis-
section with an unexpected self-limited clinical
course after conservative treatment.
CASE REPORTS
Case 1. A 55-year-old man was admitted to a hospi-
tal affiliated with the University of Tokyo. He complained
of diffuse abdominal pain and vomiting of 24 hours’ dura-
tion. The onset of symptoms had been sudden. He had
previously been in good health. Other than cigarette
smoking, he had no risk factors for atherosclerosis.
A plain abdominal film obtained 3 hours before admis-
sion had not shown paralytic intestinal gas. At the time of
admission, there was diffuse abdominal tenderness that was
most marked in the epigastrium; rebound tenderness was
absent. The patient’s blood pressure was 200/120 mm Hg,
his respiratory rate was 30 breaths/minute, and his cardiac
rate was 100 beats/minute because of the severe abdominal
pain. Pulses were present bilaterally at the femoral, popliteal,
posterior tibial, and dorsalis pedis sites. Neither abdominal
bruit nor masses were found. His hemoglobin was 14.5
g/dl, hematocrit was 45%, and leukocyte count was 7000
cells/m l. The results of all other biochemical studies were
within normal limits at his admission.
A scout film of the abdomen revealed no abnormal
gases. Abdominal computed tomography (CT) revealed
an intimal flap separating true and false lumens and an
intramural hematoma in the proximal portion of the SMA.
Selective angiography confirmed apparent dissection of
the SMA, showing a characteristic double lumen without
a reentry point and opacification of the subintimal
hematoma (Fig. 1). Duplex scanning also revealed a
hematoma adjacent to the SMA, the lumen of which was
remarkably compressed (Fig. 2A).
The patient was treated with fluid replacement and
analgesics. There were no signs of progression of bowel
ischemia or peritoneal irritation. The abdominal pain
gradually subsided within a week. After careful confirma-
tion that the patient did not suffer from bowel ischemia
even after ingesting various types of food, he was dis-
charged on the 30th day of hospitalization. He had nor-
mal bowel movements at that time.
Follow-up CT 1 month later showed no spread of the
dissection. In the 1 year since discharge, he has remained
asymptomatic, with no signs of abdominal angina. Duplex
scanning carried out 1 year after discharge demonstrated
that the hematoma in the subintima had diminished, with
apparent dilation of the arterial lumen (Fig. 2B).
Case 2. A 45-year-old man presented to the emer-
gency department of a community hospital with a 48-hour
history of nausea followed by the sudden onset of abdom-
inal pain. His history was unremarkable except for ciga-
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Fig. 1. Selective angiography of Case 1 confirmed appar-
ent dissection of the superior mesenteric artery, showing
subintimal hematoma opacification (arrow).
Fig. 2. A, Duplex arterial scanning of Case 1 on admission. The arterial lumen of the superi-
or mesenteric artery (SMA) shows compression by the hematoma (arrows). B, One year after
discharge, the hematoma around the SMA trunk (arrow) has diminished in size.
Fig. 3. A, Abdominal computed tomography of Case 2
revealed an intimal flap (arrow) separating the true and
false lumens and an intramural hematoma in the distal
portion of the superior mesenteric artery. B, Two years
later, the hematoma had disappeared completely.
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rette smoking. At the time of admission, his blood pres-
sure was 130/90 mm Hg, respiratory rate was 20
breaths/minute, and cardiac rate was 110 beats/minute.
On physical examination, no abdominal masses were
detected. Examination findings of the vascular system
were normal, with no abdominal vascular bruit. Other
physical examination results were within normal limits.
Laboratory data and results of gastrointestinal series were
within normal limits. A plain abdominal film demonstrat-
ed no abnormal intestinal gases.
No signs of progressive peritoneal irritation were detect-
ed after admission. On the third day of hospitalization, an
abdominal CT scan was performed because of the lack of
symptomatic improvement. A nonenhanced intramural
hematoma compressing the true lumina of the proximal por-
tion of the SMA was demonstrated (Fig. 3A). Duplex scan-
ning also revealed segmental dissection of the SMA.
The patient was given fluids because there were no
signs of symptom progression. The abdominal pain grad-
ually subsided within 1 week. The patient was discharged
on the 14th day with no sequelae of abdominal ischemia. 
In the 2-year period of close follow-up, he has had no
complaints of bowel ischemia symptoms. The abdominal
CT scan carried out 2 years after discharge showed com-
plete disappearance of the subintimal hematoma in the
dissected SMA segment (Fig. 3B).
DISCUSSION
In 1985, Krupski et al.2 reported a patient with
spontaneous SMA dissection who underwent suc-
cessful arterial reconstruction. He found only 16
cases in the previous literature, although after the
carotid artery, the SMA is the peripheral vessel most
frequently undergoing spontaneous dissection. Carr
et al3 also collected 46 visceral arterial aneurysm
cases, including four nonruptured SMA aneurysms.
They did not, however, refer to dissecting type vis-
Table I. Summary of reported cases of spontaneous dissection of the main superior mesenteric artery
trunk
Study (year) Age/Sex Chief symptoms (duration) Treatment Outcome (cause of death) Etiology
Bauersfeld4 (1947) 87/F Intestinal obstruction (3 wk) Nonsurgical Died (bowel infarction) AS
Foord & Lewis5 (1958) 58/M Epigastric pain (5 d) Nonsurgical Died (uremia) Unknown
55/M Intestinal obstruction (7 d) Nonsurgical Died (bowel infarction) Unknown
Ralston & Wasdahl6 (1960) 51/M Abdominal pain (1 d) Nonsurgical Died (myocardial Medial 
infarction) necrosis
Jean7 (1961) 53/M Abdominal pain (3 d) Drainage Died (intraabdominal AS
hemorrhage)
Clark & Murray8 (1962) 51/M Abdominal pain (4 mo) Nonsurgical Died (bowel infarction) AS
Ramchand9 (1969) 68/F Intestinal obstruction (3 d) Nonsurgical Died (bowel infarction) CMN
Boquist & Berg10 (1970) 52/F Abdominal pain (1 mo) Nonsurgical Died (rupture of splenic Medial degen-
artery aneurysm, SAH) eration
Lee & Neiman11 (1971) 62/M Abdominal pain (2 d) Nonsurgical Died (intraabdominal AS
hemorrhage)
Guthrie & Maclean12 (1972) 70/F Hemiplegia Nonsurgical Died (uremia) AS
Sisteron13 (1975) Abdominal pain Venous graft Recovered Unknown
Rignault14 (1976) 50/M Epigastric pain (1 d) SMA trans- Recovered Unknown
position
Krupski2 (1985) 51/F Intestinal angina (1 mo) Intimectomy,  Recovered Unknown
venous
patchplasty
Takehara15 (1988) 50/M Abdominal pain (2 d) Aortomesenteric Recovered FMD?
bypass
Corbetti16 (1989) 62/M Intestinal angina (2 y) Resection Recovered Unknown
52/M Epigastric pain Embolectomy Recovered Unknown
Cormier17 (1991) 60/M Intestinal obstruction (4 d) SMA venous Recovered Unknown
bypass
41/M Intestinal angina (3 wk) Endoaneurys- Recovered Unknown
morraphy
52/M Epigastric pain (3 d) Aortomesenteric Recovered Unknown
bypass
50/M Epigastric pain (2 d) Intimectomy, pros- Recovered Unknown
thetic patchplasty
Ando18 (1995) 47/M Abdominal pain (3 d) Aortomesenteric Recovered Unknown
bypass
Yasuhara (1997) 55/M Abdominal pain (1 d) Nonsurgical Recovered Unknown
45/M Abdominal pain (3 d) Nonsurgical Recovered Unknown
SAH, Subarachnoid hemorrhage; CMN, cystic medial necrosis; AS, atherosclerosis.
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ceral arterial aneurysms as being distinct from the
saccular type. It is possible that spontaneous SMA
dissection may be overlooked without a correct
diagnosis. The question of how the benign course,
as in our cases, relates to the rarity of case reports of
this disease remains to be answered.
The symptoms of visceral aneurysms may vary,
depending on the involved vessels. SMA dissection
may take one of the three courses: progressive
involvement of the vessel and rupture back into the
lumen; progression for a variable distance followed by
cessation; and rupture through the adventitia.4 Our
cases appeared to take the second clinical course,
which may sometimes lead to a self-limited dissection.
The prognosis for segmental dissection involving
the SMA has not been described in detail, because
there have been few series reports. Our cases demon-
strate that some patients with this disease may have a
self-limited disorder. Table I summarizes the previ-
ously reported cases of spontaneous dissection of the
main trunk of the SMA.5-18 In the past 50 years, 23
spontaneous dissecting aneurysms of the SMA have
been reported, including our two cases. It has been
emphasized that successful management of sponta-
neous SMA dissection requires surgery because of the
high mortality from bowel necrosis.2,17 However,
four of the previously reported cases had long histo-
ries of ischemic abdominal pain (>1 month), suggest-
ing that not all patients with spontaneous SMA dis-
section have an acute, disastrous clinical course.
Cormier17 also pointed out the possibility that some
had chronic intestinal angina. In contrast to their
cases, the cases presented in this paper have recovered
from the initial attack without sequelae after conserv-
ative management. To the best of our knowledge,
these are the first reported spontaneous SMA dissec-
tion cases who showed transient symptoms and full
recovery without surgical intervention.
The clinical features of this disease include a char-
acteristic double lumen without reentry seen by
angiography, as in Case 1. This report demonstrates
that recent advances such as CT and duplex scanning
are useful for assessing dissecting lesions and for diag-
nosing this uncommon disorder.16 In previously
reported cases, it was difficult to assess the extent of
the dissection preoperatively or without autopsy. The
scanning modalities also allowed us to carry out care-
ful follow-up assessments of our patients with spon-
taneous SMA dissections. Although operative rather
than conservative management is recommended by
many other surgeons, the prognosis of patients with-
out symptoms or only transient symptoms may not
be as grave as widely believed.17
We believe that a patient who has an SMA dis-
section that has not ruptured through the adventitia
and does not include progressive involvement of the
vessel with rupture back into the lumen, but rather
shows limited progression for a variable distance fol-
lowed by cessation, is not a good candidate for
surgery. We consider close observation using duplex
or CT scanning (or both) to be an appropriate alter-
native for treating such patients.
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